Optimum Rehabilitation Center
1860 S. Bell School Rd. Rockford, IL 61016  (815) 580-8270 fax (815) 580-8278

Registration : Patient name: Date

Home phone( ) Work phone( ) Cell phone( )

Street

address City State Zip
Sex M F Age Date of Birth Marital Status S M W D  Driver’s License #

Email Address:

Social Security # How did you learn about our office?
Employer: Company name Occupation Hours FT/PT
Address City State Zip
Spouse or Parent Name: Date of Birth Social Security #
Address (if different than patient) City State Zip
Employer name Occupation
Employer Address City State Zip
Employer Phone #
Patient Insurance Information: Company name: Policy or Group #
Insured name ID#: Effective Date
Secondary Insurance: Company name: Policy or Group #
Insured name ID#: Effective Date

Are your present symptoms or conditions related to or the result of an auto accident, work related injury or other
personal injury which someone else might me legally responsible for? Yes No Your initials
If Yes please fill out accident specific form available at the front desk.

Medical: Pregnant? Yes No Pacemaker? Yes No Name of Family Physician
Patient Agreement: Legal assignment of Benefits and Release of Medical and Plan Documents
In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee health
care benefits coverage with the above captioned, and hereby assign and convey directly to Optimum Rehabilitation and Chiropractic all
medical benefits and/or insurance reimbursement if any, otherwise payable to me for services rendered from such doctor and clinic. |
understand that | am financially responsible for all charges regardless of any applicable insurance or benefits payments. | hereby
authorize the doctor to release all medical information necessary to process this claim. | hereby authorize any plan administrator or
fiduciary, insurer and my attorney to release to such doctor and clinic any and all plan documents, insurance policy and or/or
settlement information upon written request from such doctor and clinic in order to claim such medical benefits, reimbursement or any
applicable remedies. | authorize the use of this signature on all my insurance and/or employee health benefits claim submissions.
| hereby convey to the above named doctor and clinic to the full extent permissible under the laws and under any applicable

insurance policies and/or employee health care plan and claim, chose in action, or other right I may have to such insurance and or
employee health care benefits coverage under any applicable insurance policies and or employee health care plan with respect to
medical expenses incurred as a result of the medical services | received from the above named doctor and clinic and to the extent
permissible under the law to claim such medical benefits, insurance reimbursement and any applicable remedies. Further, in response
to any reasonable request for cooperation, | agree to cooperate with such doctor and clinic in any attempts by such doctor and clinic
to pursue such claim, chose in action or right against my insurers and/or employee health care plan, including, if necessary, bring suit
with such doctor and clinic against such insurers and/or employee health care plan in my name but at such doctor and clinic’s expense.
This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered
as valid as the original. | have read and fully understand this agreement.

Signature of Insured / Guardian Date




What problem are you being seen for today?

When did this problem start?

What do you think caused this problem?

If you were injured was it:

[0 At Home [0 At Work

; Did your pain come on:

- Osuddenly  [Gradually

[JAuto Accident [JOther Personal Injury ;

On the figures at the right, please mark your |

area(s) of pain or discomfort as follows:

++++ burning ///// stabbing
A2 pins & needles  xxxx no feeling

Ifl.r
Which words describes your pain MOST of the time 4 "J
[JConstant (Tingling e
[JOn and Off [JBurning
JOccasional DThrobbing Right
[JOnly at Night [IDeep, stabbing
[JOnly on Exertion [ODeep Achy
[ODull Ache [Jsharp recurring pain

Are you able to : Yes No
Sleep Normally O O
Do Daily Activities O O
Care For Yourself O O
Function Normally O O
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If you previously had any of the following procedures, please list the date and place they were performed.

WHERE PERFORMED

PROCEDURE DATE
X-Rays

CT./MRI

Ulcrasound

EM.G. |

|
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|
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[
|
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Please indicate all therapies previously used to treat your condition, where given and the amount of relief obtained.

o ProceElure/Therapy

Performed by or Description of therapy

Relief obtained

[ Physical Therapy

[CJChiropractic Manipulation

[ JMassage Therapy

DAcupuncture

[JHerbal or Homeopathic

[JTENS Unit

Patieat Name

ILD.#

Date



Have you undergone any psychological counseling for chronic pain or depression? Cyes O No

If yes, when and where

Have you undergone any surgical procedures, including nerve blocks to relieve your pain? Cyes CINo

If yes when and where and how much relief did they provide

1
f

Previous Medications  What Medication or treatment, that you are_not currently on, if any
} Please list all medications used that did not help seemed to help your pain in the past.
w Name of Medication _ Strength  Daily Dose ; ‘ Please list by name and give frequency that helped the most
| |
|
| - ‘ i
CURRENT MEDICATIONS

Please list all medications you are currently taking, including prescriptions and over the counter

(o) ) G! # OF DOSES / DAY

WHAT MEDICATIONS ARE YOU ALLERGIC TO?

HOSPITALIZATION AND SURGERY

Please list all surgeries and any periods of hospitalization (include dates)

Do you have metal implants? Cyes [No Pacemaker? [JYes [INo Defibrillator? [IYes [INo |

DO YOU NOW OR HAVE YOU EVER: (this is confidential information we need to treat you properly)
Smoke? Oves ONo  [Stopped  Packs per day?

Use Alcohol?  [IYes [ONo  Type and amount?
Drink Coffee / Caffeine? [1Yes [JNo Type and amount?

Use recreational drugs? [JYes [JNo Type and frequency?

Been addicted to any drug? [JYes [JNo Type and how long?

Patient Name 1.D.# Date




PLEA. AR RECOVERED FROM IN THE PA

[JSevere headaches [CJChest pain/Angina [Kidney Stones ODigestive problems [ JHypertension
(JHeart palpitations  [JRenal disease CGout [stroke [JHeart murmur
CDiabetes ClArthritis CEpilepsy CJArrhythmia CJEndocrine disease
CJHIV/AIDS [JCongenital Heart disease [ JFatigue OUrinary or genital CClaudication
[ODizziness/Fainting [ JRheumatin or Scarlet Oprostate Problems [JUlcer [JAnemia
CJGall Stones [JSexual dysfunction [IVenereal Disease [ IShortness of breath  [JPancreatitis
[CIMenstrual dysfunction [IMental illness [JAsthma [Liver disease (JOvarian cysts

' WOMEN ONLY

| Are you now or could you be pregnant? Clyes [CNo Please provide the approximate date of your last:

‘ Date of last period; Normal? [Jves [INo Mammogram

| Pap Smear
- SOCIAL AND FAMILY HISTORY

Your current age: Height: Weight:

Marital Stacus  [ISingle [IMarried [JWidowed [(JSeparated [JFiling for Divorce [IDivorced

(Please discuss with the Doctor any situation in your marriage that might contribute to you problem or inhibit your recovery)

Eamily Status Name Age Health Status
Spouse:
Children:

Total Number of people living in your household

Do you have stairs in your residence that you must climb? Oyves [ONo

Do you require any special care or have any other concerns that might affect your treatment or recovery? Oyes [ONo

If yes please describe:

FAMILY HISTORY: Has anyone in your immedicate family (parents, grandparent, siblings, children) ever had:

, Condition Who? ; Condition Who?
3 __Heart Disease Epilepsy
Hypertension Glaucoma
____Stroke Bleeding disorders
Cancer Kidney disease
Diabetes Thyroid disease

Patient Name I.D.# Date



